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W 000 | INITIAL COMMENTS W 000

A recertification survey was conducted from
Novemnber 26, 2007 through November 28, 2007,
The survey was initisted using the fundamental
survey process; howaver, due to the deficient ,
practice in the Condition of Health Cars Sarvices, ST el Ll
the survey process was axtended. A random - A B
sample of two clients was selected from a ’

rasident population of four males with varous
disabilities. An additional client was added as s
focus to determine If the client was provided with
the necassary adaptive equipment. The survey
findings were based on obaervations in the group
home &nd two day programs, and intarviews with
clients, residentlal, day program, nursing and
administrative staff. Review of racords, including
review of unusual incidents was also conducted,
The facliity was deficit in the Conditions of
Participation in Goveming Body, and Health Care
Services.

W 104 | 483.410(a)(1) GOVERNING BODY o owoel e S

The goveming body must exercise generai policy, The goveming body of MTS has takea th
| budget, and operating direction over the Tacility. idéess the immdiate “‘”‘"u""“m ;“u;'!;’,'ﬁ‘;ﬂ”
e ik s AN
ctive actions outlined i i
response document........ 1.2-07, e :

This STANDARD is not met as evidenced by:
Based on obsarvations, interviews, and record
review, the facility's governing body failed to
provide general operating directions over the
facillty as evidenced the deficlencies cited
throughout this report: ) |

W 120 483.410(d)(3) SERVICES PROVIDED WIT! W 120
OUTSIDE SCURCES

The facility must assure that outside sarvices
meet the needs of each client.

LABORATORY DIRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE SIGNATURE . . TITLE ) BATE

. , '

A ML) M 1o AV g Ty aidialeq JEW{;@I
Anydefiicncy statement snding with an asterisk (*) denotes & duficiency which the ingtituficn bé excused from comecting providing it Is determined th bos
athar safeguards provide sufficient pratection o the patients. (Ses instnictions,) Except for nursiny homes, the findings stared :hnw?;e mﬁ.??am.-“:é'aai %
Tollowing tha dute of survey whathar or not & plan of correction Is provided. For nirging homas, the above findings and plans of comeolion are disclosabla 14
'a?: r;onl:nwlng the date thesa documents ate mada available tp the facility. If deficencies are cited, an apprevad plan of cormection Is requiske to continued -
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This STANDARD (s not met as evidenced by; -
Basad on observations, staff interview, and
record review, the facility failed to affectively
monitor each cllant's day program to assure that
the needs warg met for one of two cllents in the
sample. (Client #2) and one focus client. {Client
#3)
The findings Include:; - T
w120
1. Observation during breakfast at the group ’ .
home on Novembear 28, 2007 st approximately L MTS will insure that the duy program of client #3
: 6:35 AM revealed that Sfentwi-wusserved a has hc same ype of high sidod plte wed t
: pureed diet from a high sided plate, Inan reed bty L gocon T ¢ he progron it
! Interview with the day program staff, on oo R
! Nevembaer 28, 2007 at approximatsly 1:40 PM, it The QMRP will visit the program st minimum once monthly
' was ravealed that Client #3 was served a pureed to insure that the program saff is routincly using the proper
, diat frorm an “interilp plate”. Further Interview and plate and following the preacribed diet...12.30-07.
g record review ravealed that Client #3 had e - ) R TS
meaitime protocol at the day progam dated
) February 1, 2007 which indicated that the clent's
; adaptive equipment was a plate guard and a
: regular cup with & straw. Review of the
Occupational Therapist (OT) Assassment datad
June 18, 2007, on Novembar 26, 2007 at
approximately 3:30 PM ravealed that Cliant #3
was recommended to use a high sided plate at
mealtime. There was no evld:nﬁesitégznlt,;a was ] : R
served a puraed diet from a hig te 8 T
recommended by ths OT in the day program. 2 mm ﬂﬁﬂtﬂf’“&“&
, collection forms to document the targeted
2 Obeervation at the day prograrn on November behaviars. MTS will supply the program with
26, 2007 at approximately 12:06 PM reveslad miugatgfo ﬂ;rm and instruct staff on it s
that Client #2 was walking out of the dining room e . ,
and attempted to inappropriately touch a famale The QMRP will also revicw this issue during moathly visits
peer before she moved beyond his reach, " thereafter and will check the periodic day program reports to
interview with the Program Managar November insure that they cover the issue in data-bascd maner........1-
26, 2007 5t approximately 12:35 PM revealed that e
FORM CMS$-2557(02-98) Prévioua Varsions Obsolets Evart ID; 52N 1 Facilly I0: 00G114 —= ~ "
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Client #2 has targeted bahaviors that includs
inappropriately touching, Furtherinterview =
revealed that the day program did not document
Client #2's targeted behaviors on the Antecedent
Behavior Consequence (ABC) forms when they
are exhibited. Reviaw of Client #2's
Psychological Assessment dated July 1, 2007 on
November 27, 2007 at approximately 1:10 PM
revealed that Client #2 has targeted behaviors
that included inappropriate touching, physical
aggression, verbal aggression, hallucinations and
property destruction. Review of Client #2's
Behaviar Support Plan (BSP) dated June 30, _
2007 on Nevember 27, 2007 at approximately _ S
1:15 PM revealed that targited behaviors were to e
be recorded on the ABC forms. :
W 124 483.420(a)(2) PROTECTION OF CLIENTS W 124
RIGHTS

The facillty must ensurg the rights of all clients. R S S
Therafora the facllity must inform each client,
parent (If tha cllent is a minor), or legal guardian,
of the client's medical condition, developmental : '
and behavioral status, attendant risks of :
treztmaent, and of the right to refusa treatment.

Wiz

This STANDARD Is not mat as evidenced by: _ L MTS will ceview the sedation issue with Client #1
Based on observation, staff interview, and recond | . . mothcr a0d if she agroes, will obtain her signatur on the new
review, the facility failed to establish a systam that oarny s o developed and incladed ss 3
would ensure clients that were informed of their "W ,ddm;';hs will Lp,m the possibility of Clienc )"
risks and benefits of their medication for two of : mother accepting the status of legal m{."; rwh;:'ur:h'g

' tha two clients in the sample, (Cilent #1 and _ agrecs, the QMRP will work with the DDS casa manages 1o

i Client #2) ) _ Process paperwork to establish guardian statys for (e

giaumnr. If ngreed upon, paperwork will be submitted by 1-2.
: The findings include: &e QMRP’s notes will reflect the statug of progress, ., 1.2-

: 1, Client #1 was observed during the' morning

ap.
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W 124 | Continued From page 3 ) W 124
medication pass on November 28, 2007 at
approximately 7:45 AM being administersd Ativan
4 mg by mouth. Interview with the Registered |
Nurse (RN) on November 26, 2007 at i
approximately 8:00 AM revaslad that Cllent #1
was prescribed the sedation for 2 denta
examination, Interview with the Qualifled Mental
Retardation Professional (QMRP) on Novambar

26, 2007 at approximately 9:00 AM revealad that
| Client #1's mother was very invalved In his fife bt
Is not the client's lagal guardian, Review of Clarit
#1's, psychological assessment dated Novembe
29, 2008 on Novembar 27, 2007 at approximate
1:18 PM revealed that the ciisnt doas not have |
the ability to make dacisions on his behalf |
regarding habiltation planning, resilentia] i

placement, finances, treatment
matters. There was no doeum

and medica)
ented evidence that

health benefits and rigks of
with tha use of the sedation
facllity failed to provide evid
consent had been obtajnad
recognized individual or anti

the facllity informed Cliant #1's motherofthe |

|
treatment associated
. Additionally, the |
ence that substituted
from a lagally

ty.

2. Client #2 was observed during the svening B
medicaticn pass on Novamber 26, 2007 at
approximately 6:35 PM and was administered

Haldol 16 mg by mouth twice g day ang Depakots T 2 the

500 mg by mouth twica a day. Review of Client | T Clicar 2 with

#2's physician's orders datsd October 1, 2007 " that the BSP g4 ic d

revealsd that the client was prescribed Haldo! 15 bop onable stratcgies (o addrey c"}'mr?#ﬁz'f:" "
mg by mouth twice a day and Depakots 500 mg Pehavioe issues, MTS wil i " Signs the
by mauth twice a day for the managemant of rowty-developed conseat formy

Ior BSPs eng
Schizephrenia. Interview with the Licensad

Psychotropic medication regimens by., 1.2.97.
Practical Nurea (LPN) on November 26, 2007 at " The QMRP notes wil reftey the stat
; approximately 8:40 PM revealed that Client #2
; was prescribad these medicstions for behaviors) B
; management. Further interview with the LPN ' Vo S

¢ of Progmss. 1247,

1
Evant ID:SIZN¥1
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W 124 | Continued From page 4 W 124
ravealed that the medications were Incorporated
inta Client #2's Behavior Support Plan (BSP)
dated June 30, 2007 to address targeted

| behaviors that included inappropriate touching,
physical aggression, verbal aggrassion, ‘
haliucinations and property destruction. Interview
with the QMRP on November 28, 2007 at
approximately 9:30 AM revealed that Cllant #2's
parents are vary invoived in his life byt are not the
cliant’s legal guardians. Revisw of Client #2's,
psychalogical assessment on Novernber 27, 2007
at approximately 1:21 PM revealed that the client
daes not have the abllity to make declsions on his
behalf regarding habilitation planning, residential
placement, finances, treatmant and medical
Mmatlers. There was no documented evidenca that

the faclity informed Clleht #2's parenis of the
health banefits hd Hike of treatment sesociuted

with the yse of his 5 psychotropic medications and

corresponding RSP, Additionally; the facii failed
to provide evidence thﬁ&ﬁ!ﬁm‘m"’ d
been obtained from 'a_le'géﬂmte_g_ln_ﬂvidual
of_entity.

W 140 483.420(b)(1)(i) CLIENT FINANCES W 140

The facility must establish ang maintain a system
that assures a full and complete accounting of
clients’ parsonal funds entrusted to the facility an
behalf of clients,

This STANDARD is not mat as evidenced by:

on staff interview and raview of records,
the facillty failed to astablish and maintain a
System that ensures a compieta and accurate
aecounting of clients' funds that amm enfrustad to
the facility for twe of two cliants Included in the
sample. (Clent #1 and #2)

RM CMS-NI?(DZ-W}PI'IMVM Qbacletn Evartt I0: 512811 Fadlty ID: 096114
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The finding Includes:

1. Review of Cllent #1's.Individual Support Plan
{ISP) record dated December 11, 2006 on
November 28, 2007 at approximately 1:38 PM
. revealed a bank statement ending November 16,
! 2007 In the financial section. According to the
1 statemant, there were several deposits of Social
Sacurity Income (SSI) in the amaunt of $70.00
deposited in Client #1's account from January
2007 through October 2007. Further review
revealed g withdrawal in Qctober 2007 for the
amount of $500.00 dollars. Interview with the
Qualified Mental Retardation Profesalanal
(QMRP) on the sama day at approximately 1:40

oh Client #1's vacation to New York City. Further
intarview with the QMRP revealed that the

be brought to thae facllity for review. By the'end of
the survey, the receipts were nat made avallable
for review to determine how the money was
spent. '

2. Review of Cllent #2's Individual Support Plan
(ISP) record dated August 2007 on Novernber 28,
2007 at approximately 1:38 PM revealed a bank
statement ending November 16, 2007 in the
financial section. According to the statament,
there were several deposits of Social Secy
Income (SSI) in the amount of $70.00 deposited
in Client #2's account from January 2007 through
Oetober 2007, Further raview ravealed 8
withdrawal in October 2007 for the amount of
$500.00 doltars. Interview with the Qualifiad
Mental Retardation Professional (QMRP) on the

the money withdrawn was spent on Client #2's
vacation to New York CHy. Further Interview with

PM revealad that the money withdrawn was spent

recaipts were located in the main office and wollld

same day at approximately 1:40 PM revealed that

W 140 W140

lmd2.Coplesofﬂte\rlcxionre¢mpu'
clionu#landn.M‘l‘Swillimmm

hnmlmedlhuu:ktoalpeciﬁcmunber
office teans and has revised ity policies
regulatory mandates.. 12-30.07.

oTu CM5-2857(02-09) Previous Versions Obyolets
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the QVIRP revealed that the racaipts were located
in the maln office and would be brought to the
facllity for review. By the end of the survey, the
Toceipts were not made available for review to
determine how the mongy was spent.
W 143 | 483 420(d)(1) STAFE TREATMENT OF W 149
’ CLIENTS

!
E
|

The facllity must develop and implement written
policies and procedures that prohibit
mistreatment, neglect or abusa of tha client,

Thie STANDARD s not met as evidenced by
Based on interview and recorg review, the
facliity's staff falled to implement It's incigent
management protocol for one of two clients in the
$emple (Client #1) and one focus olient (Client
#3), falted to Implement It's palicies an
managarment of medications (Missed
Medications, Disposal of Medications, and
Medication Storage).

The findings include:

1. On November 27, 2007 at approximately 11:00
AM & nursing progress note dated August 1, 2007
was reviewed and revealed that Client #1 was
discovered to have two 5.5 cm scratches on his

1 the

.........  with | Nurse (RN)
on November 27, 2007 at 2:10 PM ravealed that
she did ot complete an unusual incident report
after the incident was discovered, Review of the
New Incident Management Protocol® deted
September 2007 was reviewad on November 28,
2007 at approximately 11:13 AM. According to
the protoeol, *All Incidents reports must be written
and faxed fo the Ineident Management

Coordinator." Further reviaw of the pratocal

Wi

&,

TN T e s WL

hmuﬁ:g&umunsubtnmsouwmc
inmdmelymmmunmlydiwm
them........... 12-30-07,

The resideatial director wil rinforce this with the entise
management team in the July 2008 team meeting...1-20-07,

RM CMS-2557{02-60) Pravious Versiany Obsolera

Event [D:81zN11
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revealed that “Serious Reportabie Incidents* are
due within 24 hours hours. There was no
evidence that the facility's nureing atedt
Implemented Its incident management policy.

2, Review of an unusual incident report dated -
May 26, 2007 on November 28, 2007 at
approximately 8:17 AM revealed that Ciient #2
had sustained scratches on his penis and was
transparted to the smergency room for treatment
Further reviaw revealed that the DOH was pot
made aware of the incident untll June 4, 2007.

' There was no documented avidence that this

incident had been reported to govemmantal
Sgencies as required in a timely manner.

3. Obsarvation of the madication cabinet contents
on November 26, 2007 at approximately 10:10
AM revealed a biister pack containing Tylenol 325
mg tablets which had expired on April 7, 2007, In
an interview with the RN on November 28, 2607
at approximately 10:15 AM it was acknowledged
that the Tyleno) 325 mg tablats medicetion had
expirad. Review of ths facility's poficy entitied
"Dispdsal of Medications” dated January, 2006 on
November 28, 2007 at approximately 11:13 AM
revealed that all expired medications need to be

No evidence that the facility staff implementad irs
palicy on discarding expired madications.

3. Observation of the medication pass on
November 26, 20086 at approximately 6:55 PM
revealed that the Licensed Practica) Nurse (LPN)
was unabie to administer Lactujose 18 m),

"[ mouth to Clignt #1 bacauss the medication was

not avaiiable in the faciity. In an interview with
the LPN, It was acknowledged that the madicztion

was not available In the facility because the

refumed to the Phanmaoy for disposal. Thers was |

TS 2852 NORTHAMPTON ST, NW
_ WASHINGTON, DC 20013
{%4) 10 SUMMARY STATEMENT OF DEFIGIENGIER ' D
PREFIX (EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX (
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROES-REFERENCED
W 149 | Continuad From page 7 W 149
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W 149 Continued From page 8 W 148 P oeion will o reiaforce with mursing e 4
pharmacist was unable to deliver the medication - §ie on discarding expired medications... 1230 3
an Novernber 26, 2007, Further inten(;lew Thelead RN wil '
ravealed that the Lactulose would be delivered by . Ml review the medication cabincts at minimum
the pharmacy on November 27, 2007, Interview 1o am“;“gm;" macdications aod pharmacy wil
with the Ragistered Nurse (RN) and cbservation ) : '

of the contents of the medication file cabinet on . meh-dbem«wfmumﬂmummw
November 28, 2007 at approximately 10:17 AM | .. Twaiting delivery on the survey date. The RN called the
revaaled that Client #1's Lactulose had not been © phannacy

e

November 27, 2007 revealed that Client #1 had a
Supravalvar Puimonary Stenosis/LPA Stenosis

delivered to the facility. Review of the physician 'a e phanmane e dose. The phaenacy fsiled o detve. s
: crders dated October 1, 2007, revealed an order i :«ummkh&ﬁdmm .ﬂ'ﬂ:mm‘"‘
i to administer Lactulose 15 ml. by mouth every . . Themedication was deliverad the next diy right after the
: evening to Cllent#1. Review of a hospital . departed and wes given, MTS nursing will meet
| discharge summary dated June 18, 2007 on ' sy icati
t
i

nccurate., 12-20-07. .
performed on June 15, 2007. Further review . ~* The DON will review the MTS guidelines on medication
fevealed that Cllant #1 had a dlagnosis of status administration with nutsing... 12-30-07.
post Pulmonary Balloon Vahvuloplasty and LPA, . oo Supnovalvar Pultuonary StenosisLPA Stenosis
Review of the tacllity's policy entitied “Migsad

] meationed reolved the targeted issues. . 12+1-07,
, Medications” dated January, 2006 on Novembar | - : ' T TR

28, 2007 at approximately 11:15 AM revaaled that
all cllents raceive thelr required madication on g
consistant basis as outiined In the approved
Physician's orders. Further review revaaled that
hursing personnel coordinate with the pharmacy
and pharmacy personnel to ensure that
medications ware malntained in adequate Supply
atall times. There was no evidence that the -
facility staff implemented it's policy on “Missad
Medications™,

4. Observation on November 28, 2008,

approximately between the hours of 4:05 PM-5:30 S P I T s o
PM revaaled that the combination lock that was , o ST

| used to secura the madication flla cabinet located | arting e in leaving the medication exposed during the

. . . . medication pass. As mentioned, the DON will reinfores the
in tha basement was lying on a counter top. " MTS medication administration guidelines with nursing and
Further obsarvation rovealed that st that same ' . will insure that each MAR book has a copy of the guidz in

time period Client 's #1, #2, #3, and #4 rnd direct | font...1230.07.
| cere staff were involved in various active -

M CMS-2567(02+69) Previous Varslona Obsoisty Svent I S2N11
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Continued From page 9

ireatmant programs in the basement, The
medication Licensed Practical Nurss (LPN)
Placed the combination lock on the medication file
cabinet bafore going upstairs to wash her hands.
In an interview with the Registerad Nursa {RN) on
November 27, 2006, at #pproximately 2:00 PM
betweer: the hours of 4:05 PM- 6:30 FM it was
acknowladged that the medication file cabinet |s
to be locked at all times when medications ara
not being prepared. Raview of the facility's policy
entitied "Medication Storage” dated January 15,
2006 on November 28, 2007 at approximately
11:20 AM revealed that the nurse will ensure that
all medications are to be stored in a jocked area.
There was ho evidance that the facility nursing
staff implemented I's policy on ensuring that all
biclogleal and drugs were locked when not being
prépared.

483.420(d)(2) STAFF TREATMENT OF
CLIENTS

The facliily must enaure that all allegations of
mistreatment, neglect or abusa, as well as
injuries of unknown source, ara repartad
Immediately to the administrator or to other
officials In accordance with State [aw through
established procedures,

This STANDARD is not met as evidenced by:
Based on interview and record reviaw, the facility
failed to report incidents that pose a risk to client
health or safety to governmental agencies, as
required by DC regulation (22 DCMR Chapter 35
Section 3519,10).

The findings include:
1. On November 27, 2007 at approximately 11:00

W 153

Cwiss 7T
' See responacs for W149
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AM = nursing progress note dated August 1, 2007
was reviewed and ravealed that Cllent #1 was
discovered to have two 5.5 ¢m scratchas of
unknown origin on his body. Interview with the
Registered Nurse (RN) on November 27,2007 at
2:10 PM revealed that she had not completed an
unusual Incident report for the facility's incident
Mmanager coordinator to forward to the
Department of Heaith (DOH). There was no
documentsd evidence that this incident had been
reportad to governmental agencies as requirad.

2. Review of an unusual incident report dated
May 26, 2007 on November 2B, 2007 at
approximately 8:17 AM revealed that Client #3
had sustained scratches on hig pehis and was
transported to the emergency room for treatmant.
Further review revealed that the DOH was not
mada aware of the incldent until June 4, 2007.
There was no documentad avidance that this
incident had bean reportad t governmanta|
agencies as required In a timely manner.
483.430(a) QUALIFIED MENTAL
RETARDATION PROFESS|IONAL

W59

Each client's activa treatment program must ba
Integrated, coordinated and monkiorad bya
qualified mental retardation professional.

This STANDARD is not mat as svidenced by:
Based on interview, and racord raview, the

| Qualified Mental Retardation Professiona|
(QMRP) falled to ensure the coordination of
services for four of four clients in the facility,
(Client #1.Cllant #2, Client #3 and Client #4)

The findings include:

W 183

W 159
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1. The QMRP failed to coordinate services with
Client #2's day program to ensure the use of the
ABC forms to document his targeted behaviors as
evidenced by:

Observation at the day program cn November 26,

2007 at approximately 12:06 PM revealed that 1. Seorveponscs for W120
Client #2 was walking out of the dining reom and _ Y Ts;'gmf,"nmﬁm menu-matched
attempted to inappropriately touch a female pwar shoppring to minimize the necd for

before sha moved beysnd his reach, Intarview substifutions.... 12-30-07.
with the Program Manager Nevember 26, 2007 at S
approximately 12:35 PM revealed thzt Cllant #2
has targetad behaviors that ingjude
inappropriately touching, Further interview
revealed that the day program doss not document
Client #2's targeted behaviors on the Antecadant
Behavior Consequanca (ABC) forms when they
arg exhibited. Review of Cliant#2's = |
Psychological Assessment dated July 1, 2007 on
November 27, 2007 at approximately 1:10 PM
revealed that Client #2 has targeted behaviors
thatincluded inappropriate touching, physical
Bggression, verbal aggression, hallucinations and
property destruction. Review of Client #2's
Behavior Support Plan (BSP) dated June 30,
2007 on November 27, 2007 at approxim ,
1:15 PM revealed that targeted behaviors aretlo
be recorded on the ABG forms.

2. The QMRP failed to coordinate selvices with

Chient #3's day program to ensure the use of the ‘.
mealtime adaptive equipment recommendad by .
the Occupational Therapist (OT) as evidenced by

Observation during breakfast at the group hotne
on November 26, 2007 at approximately 8:36 AM
revealed that Cllent #3 was served a pursad dlet
from a high sided plate. In an Interview with the
day program staff, on November 26, 2007 at

IRM CMS.2307(02-05) Previous Versions Obaolele: Evant 1D: SZN11 Faclly [D: 03114
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zmzowg
DL

" | turkey bacon

approximately 1:40 PM, it was revealed that
Cllent #3 was served a pureed diet from an
interlip plate. Further interview and Record
raview revealed that Client #3 had mealtime
protocol at the day program dated February 1,
2007 which indicatad that the client's adaptive
equipmant was a plats guard and g regular cup
with m atraw. Review of the Occupationg}
Therapist (OT) Assessment dated Juna 18, 2007,
on November 28, 2007 at approximately 3:30 PM
revealed that Client #3 was recommended to uss
a high sided piate and a plate guard at mealtime,
There was no.evidence Client ¥3 was served a
pureed diet from a high sided plate as
fecommended by the OT in the day program.

3. The QMRP failed to ensure that the faclity had
the food tems avallable for breakfast as

fecommended by the nutritionist as evidenced
below:

Observation of the breakfast meal on November
28,2007 at approximataly 6:36 AM revealed that
all clients wera served Juice, scrambled eqgs,
grits, = slice of wheat toast and a glass of skim

milk according to their specifie textures. Interview |

with staif on November 28, 2007 on Novembar
26, 2007 at approximataly 710 AM revealed that
was on the menu for breakfast byt
that the facility did not have any turkey bacon.
Observation of the refrigerator contents on
November 28, 2007 at approximately 7:12 AM
verified that the facility did not have turkey bacon
or a meat substitute avallabla in the facility,
Review of the Nutritionist's menu on November
26, 2007 at appraximataly 7:15 AM revealad that
turksy bacon was on the menu for breakfast,
There was no evidence that the facility had the
food items avallable for breakfast as

\ : FORM APPRO
ERS F & MEDICAID SERVICES : BNO:
STATEMENT OF DEF|CIENCIES 1} PROVIDER/SUPPLIERICLIA MNULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION & IDENTIFIGATION NUMBER; o2)
A BUILDING
03G114 8. WiNG
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS;
TS ! 2832 NORTHAMPYON ST,NW
WASHINGTON, bC 20018 - | ks
i SUMMARY STATEMENT OF DEFICIENCIES o " FROVIDER'S PLAN OF CORRECTION .
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE
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The nutritionigt will provide a list if appropeiste substitutes
for the menut items and staff will use the listed jtems
exclusively ifmblﬁmﬁngbeeomunmy...l-z
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| rovealed that the whesichalr did not have

fecommended on the nutritionist's menu.

4. The facility's QMRP failed to ensure that
adaptive equipment Identified as needsd by the
interdisciplinary taam were fumished and
maintained as evidenced by:

Observation of Client #3's whselchair on
November 27, 2007 on at epproximately 8:30 AM

hHateral footrests. In an interview with the QMRP
on Navember 27, 2007 at approximately 1:55 PM
it was acknowledged that Client #3' whealchair
did not have bi-lateral footrests, Reviaw of the
Physical Therapist's (PT) assessment dateq
October 8, 2007 on November 26, 2007 at
approximataly 9:55 AM revealed that Client #£3
thould use a wheelchair that had footrests for.
long distance traval. Thera was no evidence that
the facility had provided the client with footrests
oh his wheelchair as racommendad by the PT.

5. The QMRP failed to ensure that the facliity
maintained a sanitary environmant to avoid
Sources and transmission of infection as
evidenced by:

Qbservations on November 26, 2007
approximately between the hours of batween 4:50
PM-5:30 PM revealed that Client gz and direct
care staff washed their hands reapectively on the
same bar of p that was sitting on tha sink
outside-the bathraom i) the basement in an
interview with the QMRP it was acknowledged
that the cllents and staff usad the same bar of
2aap after using tha bathroom In the basement.
There was no evidenca that the tacility

maintained & sanitary environment to avoid

sourcas and transmission of infection,
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4, Footrests will be obtaincd for client #3s
. wheclchair by... 123007,

The QMRP will insure that all needed

EQUipment at minimum monthly...12-30-07.

availghle exci

only,
_ lmddmpmdmcrmu...u-zo-m_

equipment
in place and in good working order by suditing the adaptive

- 5. ncfwiutym;w;;"—.- —_ ﬂ]ﬂ_b;rh‘
e e T,
who live in the bome and for prodha id
will mul’ be Stocked with
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6. The QMRP falled to coordinate sstvices with
the Speech/L anguage Pathalogist to erisure that
Cllent #3 had an annual assessment as
evidenced by;

Review of the Spsech/Language assessment
dated Ogtaber 19, 2006 on November 26, 2007 at
approximately 3:55 PM revealed that a modifieg
Barium Swallow Study (January 14, 2003)
indicated that Client 23 had mild pré-mattire
apiliage of food avar his tongue and absant
chewing skills; and therafore, his food was
pureed. Further review revealed a
recommendation that an annual spaech/language
evaluation should be conducted, There was no
avidence that the QMRP ansured that the client
had an annual spsechlanguage evaiuation
conducted or scheduled as recommended by the
Speech and Language Pathologist,

7. The facility'’s QMRP failed {0 ensure that
adaptive equipment identified as needed by tha
interdisciplinary team ware furnished and
maintained as evidenced by:

Observation on Novernbar 28, 2007 at
approximately 8:30 AM revealed that Client #3
Was wearlng a biue helmet that was broken In the
front and held together with duck tape. In an
interview with the Registered Nursa (RN) on
November 27, 2007 at approximately 2:14 PM, it
was acknowledged that Client #3's heimet was
broken and that a new helmet had been onderad.
Review of the Individua| Support Plan (ISP) dated
December 11, 2008, on November 27, 2007 at
approximataly 8:00 AM revealed that Cllent 3
was recommended to use a heimet for safety.

. The needed specchlangynge evaluation has been
done. A copy is attached...12-30-07,

A new helemet had been ordered and reccived for

elimlspliotnothebe‘imingofﬂwnmy.m

~ first ngw belmet seat was ill-fitting. It was sent

back, It Wo weeks to secure

’ a helmet that fit praperly, Clieat #3 how hag

S ncw helmet that fits propesrty. .. 12-15-07,

R
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Thara was no evidence that Client #3 was
provided a helmet that was in goad repair,

8. The facility's QMRP failed to ensure that Client
#1 was provided oppontunities for continueus
active treatment In accordance with his individugal

program plan (IPP) as svidenced by will msure lh:t thehom
o o intains & stock of batterics

During the observation peried on November 26, < t?:" d:vu:; can muthulybem.:;nbyﬁ:u::mm

2007 at approximately 4:45 PM, Client #4 was : e #1...12-20.07. .

ohserved {o be Vvisually impaired, Further .

observation revealed that Client #1 picked up two N R R et vt o e

talking sens:ry devices anic:l attemptad to tum the o

' | devicas on but the items did not work. Cllent #1 e " ;

threw the talking 3ensoly devices acrosa the table ‘ o wn:uﬁ:m %-?Ww a1t he by suppy
and the direct care staff then redirected him to put B e o
together a puzzle. In an interview with the - e B

- | Qualified Mental Retardation Profasalonal
i (QMRP) t was acknowledged that the baiteries
! ware Inoparabla in the talking sensory devices,

- | Review of Client #1's medical assessment dated
February 14, 2007 on Navember 27, 2007 at
Approximataly 820 AM revealed that Cliant #1
has nystagmus in the Joft eye and a cataract In
the right eye, The Speech/Language
Assessment dated October 19, 2008 on
Novemnber 27, 2007 at approximately 10:15 AM
recommanded that Client #1 be exposad 1o
language stimulation activities to enhance his
overall responses. There was no ovidencs that
Client #1 was able to be engaged in language
sensory aclivities as recommended, :

9. The facllty's QMRP failed to ansurs sach
employee with adequate tralning in documenting
on Cllient #1 and Cliant #2's bowel mavemant logs
a8 evidenced by:

2) Review of Cllent #1's bowal movament dats

PRM G- 2567(02.25) Previcws Versions Oreciets Event I0: BRN11 Fucklly 1Y 09G114
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washed clething. In an intervigw with the QMRP

! documented correctly on the communlly outing
i log as recommended. Thare was ho decumented

review revealed several blank apaces on the
evening shift except for November 17, 24-25,
2007; several blank spaces on the night ehift
except for November 3-4, 10-11, 23, and 18-25,
2007. In 2n interview with the QMRP it was
acknowledged that staff had not documented an
the bowel movemant log dally an recommended,
There was no documented evidence that staff

documentad on Client #1's bows] mavement data
sheet daily.

b) Review of Client #2's bawsl movement data
sheets on November 27, 2007 at approximataly
1:40 PM reveslad that thars wse sevaral blani
Spaces on the morning shitt on September 8,
22-23, 24-28,2007. inan intarview with the
OMRP it was acknowledged that staff had not
documented on the bowel movement log daily as
recommended. There was no documented
evidenca that staif documantad on Client #2's
bowel movement data sheet dally.

10. The facility's QMRP failed to ansure each
employee with adequate tralning In decumanting
on Clisnt #1 and Client #2's community outing
logs as evidenced by:

a) Review of Cllent#1's communily outing datg
sheals on November 27, 2007 at approximataly
1:35 PM revealed that during the moming shift on
September 22-23, 25.26 and 28, 2007 the cllent

it was acknowledged that staff had not

evidence that staff documentsd corracily on

09G114 L WNG S |
NAME OF PROVIDER OR SUPPLIER STREET ADDRES3, OIYY, STATE, ZIF cODE gf
MTS 2852 NORTHAMPYON 8T, NW ; g.:
WASHINGTON, DC 20015
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: . DEFICIENCY) .t -, %;{%
= B

W 159 Continued From page 16 ' W 159 %
sheals on November 27, 2007 at approximately L e G '

1:30 PM ravealed that there was ne documented 9. Numing will re-train the direct carp staff o

data for the month of October, 2007, Further

Movement chaning............ 12-3007.

mmwﬂl lldhﬁ:cdnlawmwoinmitis
tons and properly collected and the Bacili ahager
will audit bi-weekly.. 12-20.07, m

.

. .. E 4

10. TheQMRPﬂllgedﬂ:emmcnﬁonedmdm-

h‘uinedﬂlcstaﬂ'mmbefiuqumimprhrtoﬂu
beghmin;ofﬂlemway...ll-ZMT.Nom

mnhmbunmade\sinc:bymemﬂmmnbu
mentioned or others. .. {2-20.07,

. Nursiag will re-train staffon the use of clicat #3's gaic i
" belt.,12-30:07, :

P will follow up with Suther training, .. 1-15.07.
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Client#1's community outing data sheat daily,

b) Review of Client #2's community outing data
shaets on November 27, 2007 at approximately
1:45 PM revealed that on the maming shift on
Septemnber 22, 26 and 28,2007 the client washed
clothing. In an interview with the QMRP it was
acknowledged that staff had not documented on
the communlty outing log as recommandad.
There was no documnented avidence that staff
documented corractly on Client #2's community
outing data shest dally. '

11. The facility's QMRP falled to ensure sach
employaa with adequats training in con .
using Client #3's gait balt correctly as evidencad
by:

Observation oh November 26, 2007 at
approximately 9:00 AM revealed that Cllent 23
was weating a gait around his waist, Further
observation revealed that direct care staff would
asslst Cliant #3 in ambulating by holding the front
.| of the gait belt. Interviaw with tha direct care staff
on Novemnber 26, 2007 at approximately 9:10 AM
revealed that Client #3's gait belf wag to ba held
on the sida or in the back to prevent the cilent
from from falling. Review of the Physical Therapy
(PT) Assessment dated October 8, 2007 on
November 2§, 2007 at approximately 3:35 PM
recommanded that Cllent #3 was to use a gait
belt for fall prevantion. Fyrther review

that the client ambulates slowly with decreased
extremity @feXia. There was no svidence that staff
. was adaquately trained on consistently uaing the .
' cliont’s gait belt comrectly. ' ai e
W 188 433.430(e)(1) STAFF TRAINING PROGRAM wi1sa; . -

The faciliiy must provide each employee with *

|
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initial and continuing training that enables the

employee to perform his or her tuties effectively,
efficiently, and competently.

This STANDARD is not met as evidencad by;
Based on observation, interview and record
raview, the facility failed o ensure that each
employee was provided with initial and continuing
training that enabled tha employes to perform his
or her duties effactively, effisiantly, and
compatently for two of two clients I the sampls
(Clisnt #1 and CHant #2) and one focus client
(Chient #3) '

The findings Inciude:

1. Review of Client #1's bowal movement data .
sheets on November 27, 2007 at approximately
1:30 PM revealed that there wag no documantad
data for the month of October, 2007. Further
revealed several blank spacas on the

| evening shift except for November 17, 24-25,

2007; several blank Spaces on the night shift
excapt for Novamber 34, 10-11, 23, and 18-25,
2007, In an Interview with the QMRP itwas
acknowledged that staff had not documented on
the bowal movement log daily as recommendad.
There was evidence that staff was adequately
trained cn how to document on Clisnt #1's bows|
movement data sheet daily.

2. Review of Cllent #2's bows| movement data
sheats an November 27, 2007 at approximately
1:40 PM revealed that thare were saveral blank
spacas on the morming shift on September 8,
22-23, 24-28,2007. In an intarview with the
QMRP it was acknowiedged that staff had not
documented on the bowel movement log daily as -

STATEMENY DF DEFICIENCIES (X1} PROVIDER/SUPPLIERJCLIA (52 MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIRICATION NUMBER:
A BUILDING
03G114 B. wina
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- recommended. There was evidence that staff was
adequately trained on how to documant on Client
L #2's bowel movement data sheet dally.

3. Raview of Client #1's community outing data
sheets on November 27, 2007 at approximately
1:35 PM revealad that during the morning shift an
September 22-23, 25-28 and 28, 2007 the client
washed clothing. In an interview with the OMRP
it was acknowiedged that etaff had not
documented correctly an the community outing
log as recommended, There was no documentad
| } evidance that staff was adequately treined on how

| to document on Client #1's community outing
| data shest

4. Review of Client #2's communlty outing data
sheets on Novemnber 27, 2007 at approximataly
145 PM ravealed that on the moming shift on .
September 22, 26 and 28,2007 the client washed
¢lething. In an interview with the QMRP it was
acknowisdged that staff had not documentsd on
the community outing log as recommended.
Thers was no documented evidencs that staff

i was adequately trained on how to document on
Client #2's communly outing data shaet.

: 5. Observation on November 26, 2007 at
approximately 9:00 AM revealed that Client #3
wan wearing a gait balt around his waist. Further
observation revealed that dirsct care staff would
: assist Client ¥3 in ambidating by helding the front
of the gait belt. Interview with the diract care staff
on November 26, 2007 at approximately 8:10 AM
revealad that Client #3's gait belt was to be held
on the sids or In the back to pravent the eliant
from from falling. Review of the Physical Therapy
i (PT) Assessment dated October 8, 2007 on
Novembar 26, 2007 at approximately 3:35 PM

W 189
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' DEPARTMENT OF HEALTH AND HUMAN SERVICES

For amployees who work with clients, training
must focus on skills and compeatencies directed
toward clients' heaith needs.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record

impiement emergency measures for four of four
clients in the facility. (Clients #1, %2, #3 and #4 )

The findings include:

(QMRP) falled {0 ensure that all staff had bean
effectively trained to implement smergency

measures for four of four clients in the facility as
evidenced by:

. Interview with the QMRP November 28, 2007 at
approximataly 2:3% PM ravealed that a|l staff wag
not trained in CPR. Record review on the same
day at approximately 12:42 PM revesled that ,
eight out of aleven staff Including ons Licansad
| Practical Nurse (LPN) did not have current CPR
certifications, There was nc documented ,
evidence that all direct care staif had CPR
Iraining and curent CPR cartifications.

2. Tha QMRP falled to ansure that all staff had
been effactively trained to implement smergency

‘ORM CMS-2567(02-8%) Previoys Versions Obaclete

review, the facility failad to effectively train staff to

1. The Qualified Mental Retardation Profossianzl

‘.:‘:I ' FORM'APPROVED ot
CENTE ICAID SERVICES . QMBNO. 0938 035
RSP PR  [ea wkrrcousroonon -
A, BUILDING
' 090114 & wing _ e
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP CODE 47
MTS 2852 NORTHAMPTON ST, NW ol
WASHINGTON, DC 20015
| e |
TAG EE‘EQCULATURY OR LEC IDENTIFYING INFORMATION) PTAG
W 1808 | Continued From pags 20 W 189
recommended that Cllent #3 was {o use a gait
belt for fall prevention and that the client
ambulates siowly with decreased extremity staxda.
There was no evidence that staff was adequately
trained on consistently using the client's gait balt
W 192 483.430(e)(2) STAFF TRAINING PROGRAM w192

"WI” , e '.,_:l;~._.___:' PR AL i 5.4-,:,

1. CPRmdFirstAidminingm‘ubuchedulcdﬁc
ul} Fwif and narses who need Itby... 123097,

LrE— .- = e e el
i =

‘ s P,

v e et T

MTS will track CPR and first nid training to insure that staff
is current ot all times, )
mqm?wﬂldwelopahnmﬂlrmm 003
training calendar that insures that all mindledhhiu;il
eondwnduhmmeewhgthesixmomhpuiod...l-z-w.
mSwﬂlmﬁnuahuﬂnmlhﬂinCPRmthuNd
uponhir:lpartoﬁheir«'iﬂlhﬁonhhlng...l-!—ﬂ.

2. Seeabove (1),
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measures for four of four cliants in the facTity as
evidencad by:

Interview with the QMRP November 28, 2007 at
approximately 2:40 PM revealed that all staff was
not trained In First Ald. Record review on the
same day at approximately 12:42 PM revealed
that five out of eleven statf including did not have
curent First Ald certifications. Thera was no
documented evidence that all direct care ataff had
First Ald training and current First Ald
cerlifications.

483.440{d)(1) PROGRAM IMPLEMENTATION

As soon as the inferdisciplinary team has
formulated a cllents Individual program plan,
each client must receive a continucus activa
treatment program consisting of neaded
interventions and services in sufficient number
and fraquency to support the achievement of the
objectives identifiad in the individual program *
plan.

This STANDARD is not met as evidenced by:
Based on observation, staff interviews and racord
review, the faciity falled to ensure that one out of
two clients were provided the opportunities for
continuous active trestment In accordance with
their individual program plans (IPPs). (Client #1)

The finding includes:

During the cbsarvation periad on Novembar 26,
2007 at spproximately 4:45 PM, Cllent$1 was
obsarved to be visually Impaired. Further
observation revealed that Client #1 picked up two
taiking sensory devices and attempind to tum the

W 192

W49
See the responnes for Wiso gy,
.- o R
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devices on but the itams did not work. Cliant #1
thraw the talking sensory devices across the table
and the direct care staff then redirected him to
put together a puzzle. In an interview with the
Qualified Mental Retardation Profassional
(QMRP) it was acknowledged thai the batteraa
were Inoperable In the taking sensory devices.
Review of Cliant #1's medical assesstment dated
February 14, 2007 on November 27, 2007 at
approximately 8:20 AM ravealed that Cllent #1
has nystagmus in the left eye and a cataract in
the right aye. The Speech/Language
Assessment dated October 19, 2008 on
Novembaer 27, 2007 at approximately 10:15 AM
recommended that Client #1 ba exposed to .
language stimulation activifies to enhance his S
overall responses. Thera was no evidence that SR
Client#1 was able to be engaged in language
: sensory activities as recommendad.

W 312 | 483.450(e)}(2) DRUG USAGE . W 312

Drugs used for control of inappropriata behavior
must be used only 8s an intagral part of the
cllent's individual program plan that is directed
specifically towards the reduction of and eventual
elimination of the behaviors for which tha drugs
are employed.

This STANDARD is not met as avidenced by:
Based on interview and record review, the facility
failed to ensure that the use of behavior:
modification medications prescribed to complete
medical appointments was incarporated in the
Individual program plan (IPP) for ona of the two

clients in the sample (Client #1) and for one focus
client {Client #3). _

The findings include: : -

JRM CMS-2587(02-99) Previous Varslans Obecless Event ID; 52N11 Faciiy ID: 000114
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1. Cflent #1 was observed during the moming
medication pass on November 26, 2007 at

approximately 7:45 AM being administered Ativan |’

4 mg by mouth. !nterview with the Registered
Nurse (RN) on November 26, 2007 et
approximately 8:00 AM revealed that Cliant #1
was pregcribad the sedation for a dental
axamination. Further Interview revealed that the
RN had no knowledge if a desansitization
program for medical appointments had been
developed for Client #1. Review of Cllent #1's
medical records on November 27, 2007 at
approximately 9:45 AM revealed that on
November 20, 2008, the cliant recaived Ativan 4
mg by mouth prior to a dental axam, and on April
5, 2007 prior to a podiatry examination. Further
raview revealed that on May 14, 2007, the client
received Afivan 4 mg by mouth for a dental exam,
intarview with the Registered Nurse (RN)
revealed that Client #1 did not have a
desensitzation program for medical
appointments. Review of the Cliant #1's
individual Support Plan (ISP) dated December
14, 2008 on November 27, 2007 at approximately
11:00 AM, failed to evidence a program that
addresses the client's non-compliant behaviors at
medical appointments to justify the use of the

sadative medication. There was no evidence that ', _

the use of behavior modification medications
prescribed to complete medical appoinimants
was incorporated in the ISP,

2. Client #3 was observed during the moming
meadication pags on Novemnber 26, 2007 at
approximately 8:00 AM being administered Ativan
4 4 mg by mouth. Interview with the RN on
Navember 26, 2007 at approximately 8:08 AM
revaaled that Cllentﬂ was prosciibed the

W 312

S W12

Psychology will develop a desensitizition
progeam for client #1 specific to his sedation
issucs by...1-2-07.
Psychology will develop & desensitization
program for cliemt #3 spewﬁcmhhledﬂm
insues by...1-2-07.
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The faciilty must ensure that specific health care
services requirements are mat :

This CONDITION is not met as evidenced
Based on obsarvation, interviews, and record

incarporated in the individual Program plan (IPP)
(Cross Refer to W312: the facility's nursing
s&rvices failed to engure support stalf receiveq
elfactive tralning on Selzures [Cross Refor to .
W340]: failed to provide proventive and general
health care sarvices to mest the needs of the

R  the faciiity falled to

R I T T
A BUILDING .
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W 312 | Continued From page 24 Waiz
sedation for a dental sxamination. Interview with
the Registersd Nurse (RN) revealed that Cliant
#3 did not have a desensitization program for
medical appointments. Raeviaw of the Cliant #3's
Individual Suppert Pian (ISP) dated December
11, 2006 on November 27, 2007 &t approximataly
11:10 AM, failed to evidence a program that
2ddresses the client's non-compliant bahaviors at
medical appointments to lustity the use of the
Madication. There was no evidence that
the use of behavior modification madications
prescribed to complete madica) appoiniments
! Was incorporated in the ISP, .
‘W 318 483.480 HEALTH CARE SERVICES W 313

W3l

W368, W3K2 and others
CondhimofPaticiplimnothbém..l

The responscs for W192, W312, W32, w3a1, W33s,
feflect the j Steps
mwﬁlemudnglheﬂulthareSmlm

207,
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falled to ensure heaith Services wers provided to
Meet the needs of the cliants [Cross Refer to
W338]; and falled to ensure that medications

orders [Cross Refer to V388 and
the facility falled to have a sygtem to store alf
medications secursly. [Cross Refer to Wasz]

The results of these Systemic practicas regults in
the demonstratad failure of the tacility to provide
health care services, _
483.460(a)(3) PHYSICIAN SERVICES

The facliity must provige or obtain preventive and
general madical cara.

This STANDARD i niot met @8 evidenced by
Based on observation, interview ang record .
feview the facility'a medical salvices failad to refer
one of two clients in the sampie 1o a specialist
(Client #2) and the facllity failed to provide a dlet

xture order on the physictan’s order shest
(POS) for one focus ellent Included in the sample,
(Client #3)

The finding includes:

1. Observation during the breakfast meal on
November 28, 2007 at approximately 5:35 AM
fevezlod that Client #3 was Sarved a pureed diet,

Was on a low cholesterol diet with Resource Plyg

RM GMS-2857(02-00) Previous Varsions Obeclate Event ID; 812811
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three times a day. Review of the Nutritional
Assassment dated November 11, 2007 on
November 28, 2007 at approximately 3:55 PM
recommended that “puree" be added to Client
#3's POS. There was no documented evidence
that a pureed diet was Included on the POS.

2. Review of the Physical Therapist (PT)
assassment dated July 23, 2007, 2007 on
November 27, 2007 at approximately 11:28 PM
recommended that Client #2 be evaluated by a
heurosurgeon to determine tha culprit of his right
hand intrinsic atrophy, Interview with the
Registered Nurse (RN) on November 27, 2007 at
approximately 12:26 PM revealed that Client #1
had not been evaluated by a neurosurgeon to
determine the culprit of his right hand intrinsic
atrophy. Thers was no documeanted evidence
that Client #2 was evaluated or scheduled to be
evaluated by a neurasurgeon to determine the

‘ culprit of his right hand intrinsic atrophy.

. W 331 483,480(c) NURSING SERVICES

The faclity must provide clisnts with nursing
services in accordance with thelr needs.

This STANDARD Is not met as evidenced by:
Based on staff interview and record reviaw the
faclity failed to ensure nursing ssrvices in
accordance with the needs of two of two clients in
the sample. (Client#1 and Cliant #2)

The findings include:

1. The facllity's nursing staff failed i ensure that
medications were given in compllance with the
physician'e orders for Client #1 25 avidenced by:

W 322

W 331
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Observation of the Medication pass on Novem _
26, 2006 st approximately 6:55 PM revealed that wen o
the Licensed Practical Nursa (LPN) was unabld to Txmay e

administer Lactuiose 15 mi, by mauth i lent 1 - Wl ,
becausa the medication was net avillable in th L As MTS will , : i}
fecility. Review of the physiclan 's orders datedT o pharmacy to mﬁi’&"&iﬁm’?ﬁg‘:‘ un',.m,, s
October 1, 2007, revealed an ordar to adminieter _ obtained in timely manner_.. 12-3p.97, o
Lactulose 15 mi. by mouth every evening to Client .

#1. Review of & hospital discharge summary - emaathe esponses for W14 (socond #3) .

dated June 18, 2007 reveaisd that Client 1 had a © ‘2 Client#1’s Health Management Care Plen way
Supravalvar Puimenary StencsisPA Stenosis : _ . Inodified 10 reflect issue and procedur described . £
performed on June 15, 2007. Further raview - (see sttachaneay,,. 12.1.97,

EERE RPN

revealed that the client was Statug Post —mm—
Puimeonary Balloon Valvuloplasty and LPA. In an B I
intarview with the LPN, it was acknowledged that
the medication was not available In the facility
becausa the phammacist was unable to defiver the
Mmedication oh November 26, 2007. Further
interviaw ravealed that the Lactuloss would be
| delivered by the pharmacy on November 27,
2007, Interview with the Registered Nurse (RN)
and observation of the contents of tha medication
fiie cabinet on November 28, 2007 at
appreximateiy 10,17 AM revealsd that Client #1's
Lactulose had not been deliversd to the facility,
There was no evidence that the medication
prescribad by the physician was given In
compliance with the physician's orders,

2. The facility's nursing staff failad fo Updated
Cliant #1's Health Management Care Pian
(HMCP) as evidenced by:

Review of Client#1's Health Management Care
Plan (HMCP) on November Z7, 2007 &t
appraximately 8:25 AM ravealed that the HMCP
; had not been upgated to inciude ths client's
diagnosee of Supravalvar Pulmonary

FORM CMS.2807(02-040) Prrvous Vorsidns Chsolete Event ID:52ZN11
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: Stenosls/LPA Stenosis and Status Poxat

! Pulmenary Balion Valvuloplasty and LPA. In an
: intarview with the RN on November 20, 2007 at
approximately 11:00 AM it was acknowiadged
that the HMCP had not been Updated to include
the client's Supravalvar Pulmenary Stenosis/PA
Stenosls and Status Post Pulmonary Ballon

.| Vahuloplasty and LPA, Thers was no

. documented evidenca that the HMCP had been
' Updsted after June 15, 2007 to Include the new

j diagnosss. Review of a hospital discharge
summary dated June 18, 2007 revealad that
Cllent#1 had a Supravalvar Pulmonary
Stenosis/LPA Stenosis parformed on June 15,
2007.

W 338 | 483.460(2)(3)(v) NURSING SERVICES 1 wasg

Nursing services must include, for those clients
certified as not needing a medical care plan, a
review of their health status which must result in
any nacessary action (including referral to g
physician to address cllent health prablems;).

This STANDARD s not met as evidenced by:
Based on sta’f Interview and record review, the
faciiity's nursing services failed to ensure timaly
foliow-up on refemals In accordance with the
heads of two of the two clients in the ssmple.
(Client#1 and #2)

The findings include:

1. The facility's nursing eervices failed to ensure
that Cliant #1°a cardiology appaintment was
conducted timely as avidenced bedow:

Review of a hospital discharge summary dated
June 16, 2007 on Navember 26, 2007 at

WM CMS-2567(02 99) Fraviovs Versians Obaolets Bvent ID: iZN14
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W 338 Continued From page 29 : W 338
approximatety 9:40AM revealed that Client #1
had a Supravalvar Puimonary Stenosis/l PA,

Stenosis parformed on June 15,2007 and was

- 1 Cardiology follow
Status Post Pulmonary Balloon Valvuloplasty and " the i visit as per g doctor's request,
LPA. Further review rsvealed a ,@_@%nl%en(ggﬂgn . reschedled e sypcintnns . iy
that Client #1 return to tha cardiojogy clinic jn one ;

month. Ipterview with th tered Nu
on November 27, 2007 at approximatsly 11:30AM
revaaled that Cliant#1 did retum as schaduled to
the cardiology dlinic. Record reviewon - RN
November 27, 2007 at approximately 12:26 PM e
revealed that the client did not return to the o
cardiology ¢linic until Auguat 22, 2007. There was
no documentad evidenca that the clisnt returned
or was schaduled for the cardiology appointment
In a timely manner.

2. The facility's nursing services failed to ensura T
that Ciient #1's audiology appointment was R
conducted timely as evidenced balow; T T T e

2c1m#1wumbyMonD=wnbul3P.Audhhg

Review of an audiology consult dated June 23, o will be schoduled by..........., 12-30-07.
2008 on November 27, 2007 at approximataly A 1Seet2
8:38 AM revealed a recommendation that the St : thove.

client return to the audiology ¢linic after going to T
ENT to have a cerumen Impaction removed from
both ears, Interview with the RN on Novembar 27,
2007 at approximately 8:35AM revealed that
Cliant #1 js schedulsd to go to the audiologist on
November 28, 2007. Record review on November
27, 2007 st appreodmately 12:40 PM revealed that
the client did not go to the ENT of back to the
audiologist as racommended.

There was no documanted svidence that the
cllent retuned or was scheduled for an audiology
appointment in a timely manner. .

3. The facility's nursing servicas falled to ansure
that Client #1 was scheduled for an ENT

: FORM CMS-2507(02.98) Pravious Verslons Obsolsls Evant ID;BZN11 ' Facllly Ib: 0oG114
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appointment as recommended by the Audiolagist
as evidenced below: S

Review of an audiology consult dated Juns 23,
2006 on November 27, 2007 at approximately
8:38 AM revealed a recommendation that the
client return to the audiclogy ¢linic after going to
ENT fo have a cerumen impaction removed from
, both ears. Interview with the RN on November

; 27, 2007 at approximately 12:41PM revealed that
. | Client#1 did not go and {s not scheduled o go to
ENT. Record review on Novambar 27, 2007 at
approximately 12:43 PM revealed that the cliant
did not go to the ENT, There was no documented
evidence that the client retumed or was
scheduled for an ENT appointment In a timsly
mgnner,

4. The facilty'’s nursing staff failed to ensure that
Client#1's laboratory studies wera obiained in 3
timely manner as evidenced by:

Review of physicians's order sheet (POS) dated
October, 2007 on Novambar 27, 2007 at

' °P & plan to succeastully obtain
approximately 8:50AM reva_aied a T ml‘w::ﬁ|ﬁ“ will meet b;;.z 12-28-07,
racommendation that the client have a Complete E obtained by.., 1-2-07,

Blood Count (CBC), Liver Function Test (LFT), '

Lipid Profile and Dilantin levels every three T
months. Review of laboratory studias on

November 27, 2007 at spproximately 8:59AM
révealed that tho last laboratory studies were
performed on March 20, 2007. Interview with the
RN on Novemnber 27, 2007 at approximately
12:10 PM revealsd that Client #1 did have
laboratory studies performed as recommended by
the Primary Cara Physician (PCP), Review of a
hutritional consult dated Septamber 30, 2007 on
November 27, 2007 at approximately 12:15 PM
revealed that there wera no "new labs", There

IRM CMS.2587(02.90) Previous Vamions Obsoiste Event J0:A2N11 Faciity (D 09G114
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was no documented evidencs that the client had
laboratory studias performed aa recommended by
the PCP. - .

&, The facility's nursing services failed to ensure

that Client #1's nauroiogy appointment was
conducted timely as evidenced balow:

Review of a neurojogy consult deted March 14,
2006 on November 27, 2007 at approximatsly
8:38 AM revealed a recommendation that the
client to retumn {o the neurology clinic in one year.
Review of Client #1's medical assassment dated
Februaty 14, 2007 on Novemnber 27, 2007 at
approximately 7:30AM revealed that the client has
a diagnosis of saizure disorder, Interview with the
Registered Nurse (RN) on Novambar 27, 2007 at
approximately 12:45PM ravealed that Client#1 is
scheduled to go 10 the neurology clinic on
Novamber 28, 2007. Raview of & nursing
progress dated May 9, 2007 on November 27,
2007 at approximately 8:46AM stated "consumer
needs neurology appointment”. Record raview on

| November 27, 2007 at approximately 12:47 PM

rovealed that the client did not retum to the
neurclogy clinic as recommended. There was no
documented evidance that the cliant was

scheduled for a neurciogy appaintment in a timaly
manner.

8. The facllity’s nursing servicea fallad 10 ensure

that Client #1's ophthaimology appointment was
conducted imely as evidenced below:

Review of a POS dated October 1, 2007, on
Novamber 27, 2007 at approximately 8:40 AM
revealed a recommendation that the client to
retumn to the ephthalmology clinic annually.
Record review on November 27, 2007 st

5 Newrology follow up was done for client #1 o ....11-29-
o7.

i AR Y

6 Client #1°5 ophthalmology sppointment i scheduled
for...1-22.07.
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approximately 8:47AM revealed that the last
documented time that Client#1 was assesssd by
anh ophthalmologist was on March 23, 2005,
Review of Client #1's medical assessment dated
Februsry 14, 2007on November 27, 2007 a
approximately 8:50AM revealed that Client #1 has
nystagmus in the feft eye and a cataract In the
right eye. Interview with the RN on November
27, 2007 at approximately 12-49PM revealad that
Client #1 [s scheduled to go to the ophthaimelogy
linfc on January 22, 2008. There was ho
documentad avidence that the client was
scheduled for an ophthalmology appoiniment in a
fimely mannaer.

7. The facliity's nursing staff failed to ensure that
Cllent#2's CBC and LFT laboratory studies were
obtained in a timely manner as evidenced by:

Review of physiciana's order sheet (POS) datad
Saptamber 26, 2007 on November 27, 2007 at
approximately 12:00 PM revaaled a
recommendation that the cllent have a CBC and : e
LFT avery thras months, Review ¢f laboratory R R e = e v b
studiea on November 27, 2007 at approximately : z ' i
12:34 PM revealed that the last laboratory studies
wera obtained on March 1, 2007, Interviow with
the RN on November 27, 2007 at approximately
12:11 PM revealed that Client #1 did have
faboratory studies obtained as recommanded by
the Primary Care Phyeician (PCP). Thare was no
dooumented evidence that the client had his CBC
and LFT obtained every three months as
recommended by the PCP.

8. The fecllity's nursing staff failled to ensure that
Cliant #2's Depakote levels ware obtained In a
timely manner as evidenced by:

\SORM CMS-2547(03-80) Previous Varsions Qbsplein Event 1D: SZN11 Facilly ¢ 00G114
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Review of physicians's ordar shaet (POS) dated : oL 42 ’;L
September 28, 2007 on November 27,2007 gt R } ;ﬁ
approximately 12:01 PM ravealed a S o

ha

recommendation that the client have Dapakots
levéls obtained avery thrae months for the
management of Schizophrenia, Raview of
laboratory studies on November 27,2007 ot
approximately 12:35 PM revaaled that there ware
ho Depakota levels on file, Interview with the RN
on Nevember 27, 2007 at spproximately 12:12
PM revealed that Client #1 did have his Depakots
levels obtained every thres months a¢
recommended by the PGP. Thera was no
documentad evidenca that the client had
Depakote levels obtained every three months as
recommended by the PCP.

S,

9. The facility's nursing staff fafied to ensure that
Client #2's chemistry Iaboratory studies wers
¢biained in a timely manner as evidehced by

Review of POS dated September 28, 2007 on
November 27, 2007 at approximately 12:02 PM
revealed a recommendation that the client have
chemistry levels obtained avery three months.
Review of laboratory studies on November 28,
2007 at approximately 3:34 PM revealed that the
anly chemistry levels on file wera obtained on
November 14, 2007. Interview with tha RN on
November 27, 2007 at dpproximatsly 12:11 pMm
.| reveaiad that Client #1 did have chemistry

{{ laboratory studies obtained every three months
a3 meommended by the PCP. Thers was no
documented aviderice that the Glient had his
chemistry levels obtained &very thres months as
recommended by the PCP,

10. The facility's nursing services falled o engure
. | that Client #2'g naumdlogy appolntment was

mmnm;mmv«mm Evend ID; BZN11
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. o client #2 for the MR and will involve the
Conductsd timely as evidenced balow: | s ﬁ”:l“.” " Stonig e bo
Review of a newurelogy consult dated February 9, The parents will be mm’ﬁ;’“{mk
2007 on November 27, 2007 at approximately )
11:47AM rovesled a recommendation for Cllent Nearology follow up will be schedulcd for clicat #2 by...12- &
#2 to have a MR of the Brain and Cervical Spine. 07.
Further review revealed a recommandation that MTS has revised ; i :
the cllent to retum to the neuralogy elinic In sk Frvitei it neraing staffto inchude:
weeks. Review of Client#2's madical consult DON
dated March 2, 2007 on November 27, 2007 at Thres full time RNs and two Consultants cover;
approximately 11:50AM revealed that the MRI of o the |m| s ndividunls served with
the Brain and Carvical Spine was not perfomned, *  Three suppoet LPNs (two Sl time, one
Interview with the RN on Novembar 27, 2007 at © me)to support the RNs with medizg]
approximately 1:50PM revealed that Client #2's appointments, medication and supply ordeting
parents would not sign the consutt for the MR! of and other tasks.
the Brain ang ciervical Spine. Further interviaw *  Aconsulting medication nursing pool,
revealed that it s unknown whethsr or hot the .
neurciogist is aware that Client #2 dig not have ' mmﬂ::“ the ﬁ:ﬁ.“':?&"f of the individuals
the MRI of the Brain and Cenvieal Spins supportod.., 12-1-07,
performed. Record review on November 27, In addition, RNs, QMRPs and facility managers of each
2007 at approximately 1:52 PM revealad tht the ::;‘m:;mmm“?ﬂfmm s wd the
client did not retum to the nﬂumlngy clnic s mngfﬁmo:::: “;2 107, moathly ko review the
) recemmended. Thene was no documentad Audit tools have been revised to refict alf key concern
avidence that the client returned o the neurclogy areas,.. 121407,
clinle in six weeks as recommended, . T R : - ' TR
"W 340 483.460(c)(5)()) NURSING SERVICES W 340 ;
Nursing sarvices must include implementing with
ofher members of the interdisciplinary team,
appropriate pretactive and praventive health
measuras that include, but are not limited to
training clients and staff as neaded in appropriate
heatth and hygiane methods.
This STANDARD Is not met as avidenced by:
on observations, interview, and recond
review, the facility's nursing services failed to
éhaure support staff recalved effective training on

Event ID:52ZN11
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selzures for ans of two clients in the sample.
(Client #1)

The finding includes:

Observations of the evening madication
administration conducted on November 28, 2007
at approximately 8:56 PM revealad Client #1 was
administered Dilantin 50 mg for selzures,
Interview with the facllity Registered Nurse (RN)
on November 28, 2007 at approximately 1:01 PM
ravealed that Clent #1 has a diagnosis of seizyre
disorder and is the only cllant In the faciiity that is
adminlstered medlcations for selzures. Further
interview with the RN ravealed that she had not
provided seizure training to tha direct care staft,
The RN stated that "she has to do this." Review
of the in service training recordg on the same day
at 11:42 AM revaaled no documentsd evidence
that staff had roceived training on ssizuras,
483.460(e)(3) DENTAL SERVICES

The facllity must provide education and training in
the maintenance of oral heaith,

This STANDARD s not et as svidencad by
Based on Intarvisw and record review, tha facility
failed to ensure that training on tooth brush

was provided as recommentded to two of two
clients in the Sample. (Client #1 and Client #2)

The findings include:

1. The facility falled to ensure that Cllent #1 and
Client #2 received training as prescribed to
improve their toath brushing skills. -

a. Record review revesied that during Cliant #1'g

W 340

W 350
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-| dentist,

Continued From page 3@

dental examination en May 14, 2007, the dentist
diagnosed the client with poor oral hygisne and
recommended that the cllent brush his teeth two
to three times a day. Interview with the Qualified
Mental Ratardation Professiong| {QMRP) on
November 27, 2007 at approximately 8:40 AM
revealed that direct care staff suparvisefassist the
client In brushing his teeth in the AM and PM,
Review of the Individual Support Plan (ISP) datad
December 11, 2006, revealed that the Client #1
did not have a tooth brushing program, There
Was no evidence that the client was brushing his

teeth two to three times daily as prescribed by the
dentist.

0. Record review revealed that during Client #2's
dental examination on Septembar 28, 2007, the
dentist dlagnosed the client with poor oral hygiens
and he had teath #20 and #30 axtracted. Further
review ravealed a recommendation that the client
brush his teeth two to three times a day. Interview
with the Qualified Mentai Retardation
Professional (QMRP) on November 26,2007
ravealed that direct care staff supervise/assist the
client in brushing his teeth In the AM and PM.
Review of the Individual Suppoit Plan (ISP) dated
August, 2007, revealed that the Cliant #1 did not
have a tooth brushing program. There was no
evidencae that the client was brushing his teeth
two to three times daily as preseribad by the

482.460(K)(1) DRUG ADMINISTRATION

The system for drug administration must assure
that all drugs are administerad in compliance with
the physician's ordars.

This STANDARD s not met as evidenced by:

W 350

W 368

Both clicnts mentioned (¥1 and #2) have been trained on
tooth brushing in the past and at this point performs st their

maximum potentisl. Both will always need staff sseisance 1o 12

competently complete the task. The sctivity schedules of  * [
mmumﬁummhmmmh &
doueﬁnruch...uv?'o-a'i.bcm " ot saff o
In nddition, protocols will op M“"""‘_

how to support each in completing the tooth brushing
task... 12-30-07.

Also, electric tooth brushes will be purchased for each to see
if they are tolerated and if they improve cach person's kevel
of independence. ..12.30.07.
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Based on staff interview and recond review, the
facility failed to ensure that medications wers
given in compliance with the physician's orders
for ona of two cllents in the sample, (Clisnt #1)

The finding includes:

e o ;
RN

ME

A
AT

=

Obsarvation of the medication pass on November . W
26, 2006 at approximately 6:55 PM revealed that '

the Licensed Practical Nurse (LPN) was ungblg to
administar Lactulose 15 m|, by mouth o Client #1
because the madication was not avalizbla in tha
facility. Raview of the physician 's orders dated
Qctober 1, 2007, revealed an order to administer ,
Lactulose 15 mL. by mouth every evening to Client o
#1. In an interview with the LPN, it was L
acknowledged that the medication was not
avallable In the facility becauge the phimacist
was unable to deliver the madication on
November 26, 2007. There wag no evidence that
the medication prescribed by the physician wag T
given in compliance with the physiclan's orders. PEIRE:
W 382 483.480(1)(2) DRUG STORAGEAND was2 .
RECORDKEEPING : e

The facifity must keap all drugs and biologicals
locked sxcept when being prepared for '
administration.

This STANDARD Is not met as evidenced by:
Basged on observation of the medication
administration, the facllity’s medication nurse
failed to ansure &) biclogical and drugs wers
locked when not being prepared

The finding inciudes:

Qbservation on Novamber 26, 2006,

M ot e

If continugtion sheet
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- | 8pproximately betwean the hours of 4:05 PM-8:30

*| interdiscipiinary team as needed by tha client.

‘| review, the facility failed to ensyra that clients
Were provided with the n,

ecegsary adaptive.
equipment for the focus client inoluded in tha
sample. (Client #3)

The findings included:

Continuad From page 38

PM revesled that the combination lock that was
used to secure tha medication flle cabinat locatad
In the basement was fying on a eounter top, -

Furthar observation revealad that during thet

Nurse {LPN) placad the combination jock on the
medicztion fla cabinat before going upstairs to
wash her hands. In an interview with the
Reglsterad Nurse (RN) on November 27, 2008,
Spproximately 2:00 PM it wag acknowledged that
the madication file cabinetls to be ocked gt all
times when medications are not being .
There wag na evidence that the medication file
cabinat was locked when medications wars not
being prepared.

483.470(g)(2) SPACE AND EQUIPMENT

The facility must fumizh, mantain good repair,
and teach clients to use and to make informead
choices ahout the yse of dertlures, ayeglasses,
hearing and other communications aids, braces,
and other devices ldentified by the

This STANDARD is nat met as avld.omed by:
Based on obsarvations, intarviey and record

wisy

R

W 438
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1. Observation of Cllent #3'a whesichair on
November 27, 2007 at approximately 8:30 AM
ravealed that the wheelchalr did not have
bi-tateral footrasts. In an intsrview with the QMRP
on Novembar 27, 2007 at Approximately 1:58 PM
It was acknowledged that Client #3's whaesichair e
did not have bi-iatoral footrasts. Review of the L
Physical Therapist's (FT) assessment dated S g T e
October 6, 2007 on Novamber 26, 2007 at N

approximately 8:55 AM revealsd that Client#3 : | -7 Seethe responses for W120 (41 (high sided piatc)
should uss a wheelchair that had footrests for ... Soo rexponmacs for W19 (4) (footrests)

long distance travel, There was no evidshce that | Secresponses for W19 (7) (helae)
the facility had provided the client with footrests 3 o '

on his wheelchair as recommanded by the PT. - o

2. Observation during breakfast at the group
home on Novembar 26, 2007 at epproximately
6:35 AM revealed that Cllent #3 was served a
puresd diet from e high sided plate. Inan
interview with the day program staff, on
November 28, 2007 at approximately 1:40 P, it
was revealed that Cliant #3 was served a puraed
diet from an Iinterfip plate. Further intorview and
Record review revealed that Cliant #3 had
mealtime protocol at the day program datad
Fabruary 1, 2007 which indicated that the client'a
adaptive equipment was a plate guard and 5 '
reguiar cup with a straw, Review of the
Occupational Therapist (OT) Assessment dated
June 16, 2007, on November 28, 2007 gt
approximataly 3:30 PM revesled that Client 23
was recommanded to use a high sided plate at
mealtime. There was no avidence Cllent £3 was
provided a high sided plate as recommended by
"' |the OT inthe day program.

3. Observation on November 26, 2007 at
approximately B:30 AM revealed that Cliant #3
was wearing & biue helmet that was broken in the
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front and haid together with dick tape. Inan
interview with the Registered Nurse (RN) on
November 27, 2007 at approximately 2:14 PM, it
Wwas acknowledged that Client #3's heimet was
broken and that a new heimet had been ordered,
Revieiv of the Individuaj Support Plan (ISP) dated
Dacembér 11, 2006, on November 27, 2007 at
approximately 8:00 AM ravealed that Client #3
was recommended to use a heimet for eafaty.
Thers was no evidence that Client #3 was
pravidad a halmet that was maintained In good .
repalr,
W44 483.470(i)1) EVACUATION DRILLS : W 440

The facility must hold evacuation drills at lsast
querterly for each shift of personnel,

This STANDARD is not met ag evidenced by:
Based on staff interview and recorq review, the

facility failed to hold evacuation drills quarterty an
al} shifts.

The finding Inciudes:

Interview with the Qualified Mantal Retardation
Professional (QMRP) and review of the staffing
patiem on November 28, 2007 at appraximataly

10:18 PM revealed the scheduled shifts are as
follows: :

Waekdays

18t Shift 8 AM 1o 4 PM
2nd Shitt 2 PM to 10 pm
3rd Shift 10 AM {0 8 AM

WaakendsISaturday and Sunday
15t 8 AM to & PM
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W 440 Continued From page 41
2nd 8 PMtb 8 AM

Further Interview with the QMRP revealed that the
staff was required to conducta drill once per
month on each shift. Review of the fire dil log
bock from December 2006 to November 28, 2007
revealed that the facliity failed to hold fire
avacuation drills for the third shift on the
weekdays. There was no evidencs that fire drills
ware conducted quarterly on all shifts.

W 441 483.470(1)(1) EVACUATION DRILLS

The faeility must hold evacuation drills under
varied conditions.

| This STANDARD is not met as evidenced by:
Based on staf interview and record verification,
the facility failed to hold evacuation drills under
varied conditions,

The finding includes:

Raview of the faciiity's fire driii racards on
November 28, 2007 at approximataly 10:19 AM
fevealed that most of the fire drills were
conducted via the front and back door exits,
Interview with the Quaiifiad Mental Retardation
Professional {QMRP) and the faclity’s Registered
Nursa (RN) at approximately 10:28 AM revealsd
that the facility had at least four method of agress,
Further intorview with the QMRP revealed that
there’s an exit through Client #2's badroom
located on the third flcor and there's an exit
located in the basement where active treatmant s
rendersd dally. Further review of the firg dril)
record revealed that tha exit to besament and
Cliant #2's bedroom had not bean used at any
time. There was ng evidence that evacuation

W 440

W 441
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W 441 | Continued From page 42 ' WadM] ot
; drills were held under varied conditions. I waal
; 454 | 483, 1} INFECTION CONTROL W 454 )
| W 454 83.47.0“)( } INFECTIO R . St will b it by the e sty 1 cousigl

The facility must provide a sanitary environment ' Wﬁ%ﬁ mwm

to avoid sources and transmission of infections. 10 insure the noarest existy are used given the specific

. . ' circumstances each drill presents...1-2-07.
: Follow up training will ocour if staff do not... 1407,

This STANDARD s not met as evidenced by:

Based on observation and staff interview, the :

facllity failed to maintain a sanitary environment to ) wWas4

avoid sources and transmission pf Infection.. Soe the responscs for W15 (45)

The finding includes:
: Observations on November 26, 2007
: approximately between the hours of 4:50 PM-5:30
_ PM revealed that Client #2 and direct care staff
f . | washed their hands respectively on the same bar

of Ivory soap that was sitting on the sink outside

the bathroom in the basement. In an interview
: with the QMRP it was acknowledged that the
oo clients and staff used the same bar of soap after
; . using the bathroom in the basement. There was
' | noevidence that the facility maintained a sanitary
: | environment to avoid sources and transmission of
: infection. '

N EﬁR’M CMB3-2567(02-48) Previous Varsions Obsolats .  Event ID:SIZN11 ‘Facility 1D: 08G114
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1000 INITIAL COMMENTS 1000

A recertification survey was conducted from
Nevember 26, 2007 through November 28, 2007,
The survey was initlated using the fundamental
survey process. A random sample of fwo
rasidents was selectad from a resident papulation
of four males with various disabliities. An
additional resident was added as = focus o
determine If the resident was provided with the
necassary adaptive equipment The survey
findings were based on absarvations in the group
home and two day programs, and interviews with
residents, residential, day program, nursing and
administrative staff. Review of records, Including
investigations of unusual incidents was also ‘
conducted, The facility found in violation of D.C.
licensure requirements.

1022 3501.5 ENVIRONMENTAL REQ / USE OF 1022
SPACE

Each window shall be supplied with curtains,
i shades or blinds, which are kept clean, and In
good repair.

This Statute is not met as evidenced by:
Based on observation and Intarview, the GHMRP
feiled to ensure blinds and curtains at each

window. .
The findings include:
Observation of the environment conducted on 3501.5
N + 2607 at ing at 1:48 PM . _
re?r\;;';get;rzaafoizlgwi?n;: beghning at 1:43 1. " The kitchen back door will be covered
' by curtains, blinds or a shade 1B
1. There ware no.curtains, blinds or shades in the . L) 2 P— 12-30-07.
window to the backdoor located In the kitchen, 2. Same as above for the window near the

_drycr in the basement... 12-30-07.

2 There were no curtains, blinds or shadas In tha S e

Haaith Raglation %Eza ‘
L YD e %UPPUERREFRES!NTATNE‘SSIGNA‘TURE }OM&"D
N




FORM APPROVED

- STATEMENY OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIBRICLIA
IDENTIFICATION NUMBER:

00G114

. | 5.wme

(%2) MULTIPLE CONSTRUCTION
A. BUILDING

5 et

- A‘..m‘i_w o
(X3) DATE SURVETY 7> 15

s
feisy

o
i

" NAME OF PROVIDER OR SUPPLIER

MTS

STREET ADDRESS, C{TY, STATE, ZIF GODE

2852 NORTHAMPTON 8T, NW
WASHINGTON, DC 20015

x4) [0
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIER
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY CR LSC IDENTIFYING INFORMATION)

2]
PREFIX
TAG

" PROVIDER'B PLAN OF CORRECTION "
(BACH CORRECTIVE ASTION SHO\ o
GROSS-REFERENGED TO THE APPROPRIATE -
DERCIENGY) .

LDBE. ~

1022

1 040,

| 060}

i 082

Centinued From page 1
window near the dryer In the basemant.

3502.1 MEAL SERVICE / DINING AREAS

Each GHMRP shall provide each resident with a
naurishing, well-balancad diet.

This Statute is not met as eyidenced by:

350218 MEAL SERVICE / DINING AREAS

Perishable foods shall be stored at proper
temperatures in order to consarve nutritive vaiye.

This Statute is not met as avidencad by:

Based on observation and Interview, the GHMRP
falled to ensure that equipment necesgary for
monitoring refrigeration temperattires wag
provided, -

The finding Includes:

Observation revealed no thermometer was in the
deep freezer located in the basement. Interview
with Qualified Mental Retardation Profagsional
(QMRP) on November 28, 2007 at approximataly
2:15 PM acknowledged that there was no
thermometer in the desp freezer.

3503.10 BEDROQMS AND BATHROOMS

Each bathroom that is used by residents shall be
equipped with toilet tissue, a paper towel and cup
dispansar, soap for hand washing, a mirror and
adequate lighting. .

Haalth Reguiation Admintstration

1022

1040

1060

toa2

3502.13

A new thermometer was placed in the freezer

by...12-1-07.
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This Statuta is not met as evidenced bY. -
Based on observations and Interview atthe
GHMRP failed property equip aach bathroom with
the appropriate itema to meat each residents
need. _ T _
The findings include: I o
During the environmental walk-through on ' 3503.10 :{:.
November 28, 2007 beginning at 1:49 PM . 1 1S
revaajed the follawing: 7 1. Bathroom light bulb replaced...12-1-07. :; |
. 2. Light bulbs over sink replaced...12-1- .
4, The bathroom locatad on the third level 07.
utilized on Resident #1, #2, and #3 was observed X A
to be migsing a light bulb located over the sink. : The facility manager will audit the eavironment . vl
- weekly to address such issues as they arise...12-

n, The bathroom locatsd on the third level 1-07.
utiized on Resgident #4 was observed {o he .
missing two light bulbs located over tha sink.

1090 3504,1 HOUSEKEEPING 1080

The Interior and exterior of each GHMRP shall be
maintained in a safe, clean, arderly, attractive,
and sanitary manner and be freo of
sccumulations of dirt, rubbish, and objactionabie
odors. .

This Statute is not met as evidenced by:
Rased on obsarvation, the GHMRP falled to
ensure tha interior of the facility was maintalned

i a safa, clean, orderly, attractive and sanitaty
manner.

On November 28, 2007 an envirohment walk thru
' was conducted and revsaled the following
Health Ragulabon gbrat .
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Continued From page _ 3504.1
deficiencles; , ;
1. Kitchen cabinets were cleaned by 1 :
2-1- 3
Kitchen ‘ g;fsi}ﬂd é;;e ;:leaned ona routinebgaily ;
is...12-1-07
* | 1. Cabinets located In the Kitchen was obsarved 2. Oni e : .
10 be have sticky substancs on thefr StafT oy s ere Temoved 11:20.07,
Ers are
- : closed when they and the indivi
2. Onions peelings was observed leftIn the " sup ¢ individuals
: . ported perform meal ; 1
drawer located left of the refrigerator. ; t_;;ks }lllke peeling vegetag{:sgf?g?nl-(ﬂ;
. ¢ shower knobs were cleaned the '
Bathrooma :Iame day and are.routinely cleaned
1. The shower knobs located in the bathroom on b:;?sga‘;:;:'l et::henﬁm shower on a daily
the third level utilized by Residents #1, #2, and #3 4. The bottom oftt:e 21?:3&1\,2,;;'0]7. |
was observed with bulld-up (Miklew). but will pe reviewed by maint:n::nceefllf L
2. Resident#4's bottom of the shower was f:“d. bt:lt will be scrapped and
observed to hava build-up (Mildew). painted by... 1-2:07.
1091| 3504.2 HOUSEKEEPING 1081
Housekaaping and maintsnance equipment shall
be well constructed, properly malntained and
appropriate to the function for which it ia to be
used.
This Statute |s not met ag evidenced by:
Based on obsarvations and interview, the facility
failed to maintain the interlor and exterlor of the
GHMRP in a in a safe, clean, orderly, attractive,
and sanitary manner.
The finding includes:
Observation and interview with the Qualified
Ments) Retardation Professional (QMRF) during
the environmentai walk through on November 28,
2007 beginning et 1:49 PM revealed the :
following:
Faalh Reguiaton Adrinktation
STATE FORM n SIZN11- .
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1084 | Continued From page 4 1081
Kitehan ' . 3504.2
1. Tha top drawer located between the oven and 1. The kitchen drawer wil) be replaced
: : by...12-30-07.
kitchen sink was observed to be missing. . 2. The second kitchen drawer will also be
2. The second drawer located between the oven replaced by... 12-30-07. 5
2nd kitchen was detached from its base. 3. The stove knob will be replaced :
. by...12-30-07. i K
3 Thahkrllob that tums on the fan over the stove - _ ~ 4. A vent will be put in place for the stove é% §
was missing. - o fan by..,12-30-07. il B
§. The rusted pan was discarded and will ]
4. There was no vent cover covering the fan
located over the stove. Thae fan was obsecrved to be replaced by...12-30-08.
be tuming at the time of the survey. The drawer knobs (resident#2) will be replaced
5. There was a rusted pan focated under the _ by...12-30-07. 7
cabinet , As mentioned the facility manager will audit,
Bedrooms ' report and address such issues weekly........12-
. 1-07. -
Knabs were missing on the top and second
drawers in Residant # 2's bedroom.
1138 3505.6 FIRE SAFETY 1135
Each GHMRP shalt conduct simulated fire drills in :
order to teat tho effectivensss of tha plan at least A
four (4) imes a year for each shift Coe
This Statute is not metes evidencad by: -
Based on staff interview and record review, the
GHRMP failed to hold evacuation drills quarterly
on all shifts and under vared conditions.
The findings include:
1. Interview with the Qualified Mantal Retardation
Professional (QMRP) and review of the staffing
Hasith Reguiaion Admmlairation !
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1136 Confinued From page & ‘ 1138 o . o o ':aéir.-.a;,,-..a..;.gé ??
2008 fire drill schedule wi . , bl
pattstn on November 28, 2007 at approximately schedule for &l staf siife st onee ey 8 Ocaringby

10:19 PM revealed the scheduled shifls are as
follows: |

Waskdays

1st-Shift 8 AM to 4 PM
2nd Shift 2 PM to 10 PM
3rd Shift 10 AM to 8 AM

Weakends/Saturday and Sunday

15t 8 AM to 8 PM
2nd B PM to 8 AM

Further interview with the QMRP revealed that
the staff was raquired to conduct a drill once per
month on each shift. Review of the fire drill log
book from Decamber 2008 to.November 28,
2007 revealed that the facliity fajled to hoid fire
evacuation drills for the third shift on the
weekdays. There was no avidence that fire drills
ware conductad quartarly on all shifts,

2. Review of the facility's fire drill records on
November 28, Z007 at approximately 10:15 AM
revealed that most of the fire drills were
conducted via the front and back door exits.
Interview with the Qualifiad Mantal Retardation
Professional (QMRP) and the faciilty’s Registered
Nursa (RN) at approximately 10:28 AM revealed
that the facliity had at least four method of
egreas. Further interview with the QMRP -
revealed that there's an exit through Client #2's
bedroom located on tha third fioor and there's an
gxit located In the basement where active
treatment is rendored dally. Further review of the
fire drill record revealed that the exit to basement
and Cllent #2's bedroom had not been used at
any ime. There was no evidance that svacuation
drills were held under varied conditions.

The QMRP and faci
Missed drills will be

that each shift holds a
., 3007,

least
stinched schodule)... 123007, O Lwer (see
; tation lity mansger will review the

minnuedﬂ!hmneduplm

made up by the relev within
. mmdlylofﬂudnumh:’;...l-z-o;nmm

December 2007°s romainder and Janary of 2008
Northempton will hold fire drills weekly in ocder o insure.

drill in the next six weeks.......,... I-

BN
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1189[ 3508.7 ADMINISTRATIVE SUPPORT 1189
Each GHMRP shall maintain records of rasidents
* funds received and disbursed.
This Stefute s not met as evidenced by:
Based on staff interview and review of records,
the GHMRP failed to establish and maintain a ,
system that ensures a complete end accurate B
accounting of residents’ funds that are entrusted
to the faility for two of two cllents included In the
sample. (Resldent #1 and #2)
The finding includes: . L ; :
- tms s meemntee . 0 ‘.'_-1-‘._ 5
Review of Residants #1 and #2 financial records 1 and 2. Coples of the vacation reccipts arc minched for 1|
on November 28, 2007 at approximataly 1:36 PM ‘{;‘;"*‘ and #2, MTS will insuce that personal funds use 5|4
revesled that there were no full and complets —— ;:amm. mf';ﬂlm manasr i',',f thofurre MTS 7 |
accounting of the residents personal funds offios eam s b revised 3 policin o reecs - 5
available for teview In the facillly. interview with . regulatory mandates...12-30-07, .- .
the Qualified Mental Retardation Professional — B,
(QMRP) acknowledged that there were no full
and complote accounting for Residents' #1 and -
#2 persanal funds. ' )
1203| 3509.3 PERSONNEL POLICIES 1203
Each supervisor shall discuss the contants of job
descriptions with each employse at the beginning
employment and at least annually thereatter, . ;
This Statute is not met as avidenced by 35093 .
Based on record review, the GHMRP falled to
have on flle for reviaw current job descriptions for All five of the staff members mentioned have <
all employees, _ had their job descriptions reviewed with them by -
. . their supervisor as evidenced by the signed &
The findings include: - copies attached...12-30-07, 7,
MTS is tracking ongoing compliance via its i
Review of the personnel files conducted on tracking to mp fisnew g
November 28, 2007 gt approximately 12:42 PM g 100l (atiached)... 12-1-07. i
i - "' e - | e
Hoalh Reguiabon Adminiavauon =
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1203| Continued From page 7 1203

revealad the GHMRP failed to provide evidence
of current signed job descriptiona for of five of
eleven staffs, (S#1, #2, #6, #7, and #8)

1206 3509.6 PERSONNEL POLICIES 1208

Each employee, prior to employment and
annually thereafter, shall provide a physiclan ' &
certification that s heaith inventory has-baen
performed and thet the emplayee* s heaith atatus

would allow him of her to perfarm the required
duties.

This Statute - is not met as avidenced by:

Based on Intervisw and record review, the

| GHMRP felled to ensure that all staff had current
health certificates on file. .

The findings include;

1. Review of the personnel flies conducted on |- 35096
Novémber 28, 2(;27 at f;;proﬁmatsly 12:42 PM
revealed the GHMRP failed to provide evidence Staff and consulting professional mentioned.will
of current current health certificates for four of have updated hcalﬂ?- gertiﬂcates by. 0;123\;.1
sloven staffs. (S#1, ¥#5, #7._and #8) oo

2. Raview of the personnal filas conductad on
Novembar 28, 2007 at approximatsly 1:16 PM
revesisd the GHMRP falled to provide evidanca
of current current heaith certificates for seven
consultants, (C#3, #4, #5, #8, 10, and #11)

1 227| 3610.5(d) STAFF TRAINING ' 1227

Each tralning program shall include, but not be
limited to, the following: )

hmlth Regulatiorn Administraton
STATE FORM - v
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1227| Continued From page & 1227
{c) Infection control for staff and residents;

| (aMRP) falled to ensure that all statf had been

“tralning end current CPR certifications. (S¥2, #3,

This Statute Is not met as evidenced by:
Based on observation, staff intsrview and record
reviaw, tha GHRMP falied to effectively train staff
to implement emergency maasures for four of
four clients in the facility, (Residents #1,#2, 9
and #4 )

The findings Include;

1. The Qualified Mental Retardation Professional
effectively trained to implement emergency
measures for four of four residents In the facility
as evidenced by:

interview with the GMRP November 28, 2007 at
approximately 2:35 PM revealed that all staff was
not trained in CPR. Record review on the same
day at approximately 12:42 PM revealed that
eight out of elaven staff Including one Licensed
Practical Nurse (LPN) did not have current CPR
certifications. Thera was no documaented
avidence that all direct care staff had CPR

#4, %5, ¥7 #8, ¥, and LPN #3)
2. The QMRP falled to ansura that all staff had

been effactively trained to lmrlamant emargency
measures for four of four recidents in the facility

as evidenced by: B

intarviow with the QMRP November 28, 2007 at
approximatsely 2:40 PM revealed that all staff was
not trained in First Aid. Record review on the
same day at approximataly 12:42 PM reveaied
that five cut of eleven staff including did not hava
current First Ald certifications. Thera was no

[

1. CPR and First Aid training will be schoduled for
all staff snd nurses who need it by...12-30-07.

msmmmmm-idmmwmum e
is current ot all times.

leﬂPm‘lldwmpunuyﬂuwghm:QOt "
mmmumummmmuodmmu ¥
Mumwmmmnmm..l—mv. E-
Mmldllauﬂmnlomhmmﬂin(:PRmdeAid 54
whhuputnfﬂwiruiuﬂﬁmuﬁm...l-m‘l. %

2. Sce sbove A1),

ealth

ton Administration
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docurnented evidence that all difect care siaff
had First Ald training and current First Aid
cartifications. ( S#3, #4, #5, #7, and #9)

3510.5(f) STAFF TRAINING -

Each training program shall include, but not be
lirnited to, the fellowing:

() Speclalty areas relatad to the GHMRP and the
regidents to be setvad including, but not fimited
to, behavior managament, sexuality, nufrition,
recreation, total communications, and assistiva

technologles;

This Statute is not met as evidenced by'
Based on Interview and review of training
documants, the GHMRP failed to pravide

| evidancs to validate staff training as indicatad by

residents’ need.
The finding includes:

Review of the training records on November 28,
2007 at approximately 11:13 AM revealed, the
GHMRP failed to provida training on sexuality,
human development, and recreations. Intarview
with the Qualified Menial Retardation
Professional (QMRP) on the same day at
approximately 2:30 PM acknowledged that the
staff had not recaived training in this sres.

2519.10 EMERGENCIES

In addition to the reporting requirement in 3518.5,
each GHMRP shall notify the Department of
Health, Health Facilitias Division of any other
unusyal incigent ot event which substantially
inierferes with a resident’ s health, welfars, Tiving

1379

aaith Ragulabion Admnisiration

STATE FORM

" SIZNT1




STATEMENT OF DEMCIENCIES

FROVIDER/BUPFLIER/CLIA
BND PLAN OF CORRECTION i)

IDENTIFICATION RUMBER.

09a114

A BULDING
B. WING

<2) MULTIPLE cuulmucmu

NAME OF PROVIDER OR SUPPLIER
MTS

STREET ADDRESS, CITY. STATE, ZIP CODE

2862 NORTHAMPTON 9T, NW
WASHINGTON, DC 20018

KA Y

o) 1D
PREFIX
TAG

BUNMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

]
PREFIX
TAG

pnmmswsmoseomm'lom ; T
{EAGH CORRECTIVE ACTION SHOULD
mmmmmmemmm

EFIGIENCY) :

1 379| Continued From paga 10

arrangement, well being or in any other way
places the resident at risk. Such notification shall
be made by telephone Immediately and shall be
foliowed up by writtan notificstion within
twenty-four {24) hours or the next work day.

This Statute is not met as evidenced by:

Based on intarview and record review, report
incidents that pose & risk (o client health or safsty
to govemmental agancies, as required by DC
regulation (22 DCMR Chnptsr 35 Section

3510, 10)

The ﬁndlngs include:

1. On November 27, 2007 at approximately 11:00
AM a nursing progress nots dated August 1,
2007 was raviewed and ravealad that Resident
#1 was discovered to have two 5,5 ¢m scratchas
of unknown origin on his body. Interview with the
Registered Nurse (RN) on November 27, 2007 at
2:10 PM revealed that she had not completed an
unusual Incident raport for the facility’s incident
mantger to forward to the Depariment of Heaith
(DCH). There was no documentad evidence that
this incident had been reported to governmental
agencles as required.

2. Raview of an unusual incident report dated
May 26, 2007 on November 26, 2007 at
approXimataly 8:17 AM revealed that Resldent #3
had sustained scraiches on his penls and was
transportad to the emergency room for treatment.
Further review revealed that the DOH waa not
made aware of the Incident untll June 4, 2007.
There was no documented evidence that this
incident had been reparted to govammental
agencies as raquired in a mely manner.

1379

TIBMCwunothfomedvilhddmnpm

with 24 hours. The residentinl director has

reinforced with the QMRP the importance of

insuring that reporis are submitted to the IMC

immediately so that she can properly digtribute
them......... .12-30-07.

The residential dirsctor will reinforce this with the entirc
management team in the July 2008 team mesting...1-20-07, -

3. TheDon will also reinforce with mursing the

Flealth Ragulation Adrinisiraton
STATE FORM *
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1391} 3520,2(a) PROFESSION SERVICES: GENERAL

PROVISIONS :

Each GHMRP shall have avaifabls qualified
professional staff to carry out and monitor

-| necessary professional Interventions, in

accordance with the gosls and objectives of every
individual habllitation plan, as determined & ba
necessary by the Interdlsciplinary team. The
professional servicas may include, but not be
limited to, those services provided by Individuals
teined, qualified, and licensed a3 required by
Dislrict of Columbia law In the foliowing
disclplines or areas of services:

(a) Madicine;

This Statute Is not met as evidenced by:

Based on interview and racord review, the
GHMRP failed to provide evidencs of licensed
professional staff secured by tha group homs ta
moniter interventions, in accordance with the
goals and objectives of every individual
habilitation plan,

The finding inciuges:

intervisw with the Qualified Mental Retardation
Professional (QMRP) on November 28, 2007 and
review of the personnel records on November 28,
2007 at approximately 1:18 PM ravealed the
GHMRP failed to provide evidence of a cuent
license on fila for the primary care physician,

1395 3520.2(s) PROFESSION SERVICES: GENERAL

PROVISIONS

Each GHMRP shall have avallable qualified
professional staff to carry out and monitor
necessary professional Interventions, in

1361

35202 (s)

A copy of the PCP cutrent License is
attached...12-1-07,

35202 (e)

1395 LPN #2 are attached...12-1.07.

Copy of the DON’s current license and that of

1aatth Ragulation Adminiairation
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accordance with the goals and objectives of every
individual habilitation pian, as determined to ba
necassary by the interdisciplinary team. The,
profassional sarvices may include, but not be
limitad to, those satvices provided by individuals
trained, qualifiad, and licensad 2 required by
District of Columbla law In tha following
disciplines or areas of services:

{e) Nursing;

This Statute is not met as evklenced by
Based on interview and record review, the
GHMRP failed to ensure i5 nurses had current
licenses on file.

‘Ihe finding includes:

Review of the personnel records on November
28, 2007 at approximately 1:16 PM revealad the _ o
GHMRP failed to hava current licensa on file for .
the Director of Nursing (DON) and one licensed Y B
practical nurse. (LPN#2) o

1388 3520.2(h) PROFESSION SERVICES: GENERAL | 1398
PROVISIONS -

Each GHMRP shall have availabls qusiified e
professional staff to carry out and monitor TS B
necassary profassional interventions, in : e

accordance with the goals and ebjectives of evary

T

5
-

individual habilitation plan, as determinedtobe | . - 35202 (b) :
:mmfe,sa.] ;:,y ,Tﬁ;ﬁ'ﬁ:ﬂﬂﬁ“ﬂ nl-th:e ' " s A copy of the social worker’s current license is ‘ T

fimited to, those services provided by individuals . attached...12-1-07.
trained, qualified, and licensed as required by C e -
District of Columbia law in the following
disciplines or areas of services:

(h) Social Work;
Heaith Ragulaton Adminisiration :
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This Statute Is not met as evidenced by:
-Based on interview and record raview, the
GHMRP failed to ensurs Its nurses had current
| licenses on file.

The finding includes:

Interview with the QMRP and review of the
parsonnal records on November 28, 2007 at
approximately 1:16 PM revealed the GHMRP
failed to have current license on file for the social
worker, - ‘ :

|401| 3520.3 PROFESSION SERVIGES: GENERAL | 1401
PROVISIONS . -

Professional servicas shall include beth diagnosis
end evaluation, Including Identtfication of
developmental levels and needs, treatment
services, and eervices designad o

deterioration or further loss of function by the
resident.

This Statute ie not met as evidenced by:
Based on observation, staff intsrview and record
review the facility failed to ensure the provision of
recommended medicallab examinations for two
of two residents in the sample (Resident #1 snd
Resident #2); to include the comect diet texture .
on the physician's order sheet (POS) for one S

LRI N R T

e et

 focus resident (Resident #3) and to updats the : ' Y MTS will insure that the duy program of cliem g3~ 334
Health Management Care Plan {HMCP) for one e m-:d"mm of high sided plate used at el
resident in the sample (Rasident #2), neod b by, .1 zm-my. one for the program if ,;.,
The findings include: ‘ The QMRP will visit the program at minimu monthly ;

ol mh““"“"“"ﬁmmﬂi:mumﬂyminﬁgm
1. Observation during the breakfast meal on : 1. P‘m'ﬂdfdl?wlqsﬂwvmuibed diet...12-30-07,

November 26, 2007 at approximately 6:35 AM ' - TR o e
revealad that Resident #3 was sarved a puraed . PRI
Administration

Fealth Re
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| November 27,

| was acknowledged that Resident #3's helmet .
was broken and that a new halmet had baen
ordered. Review of the Ihdividual Support Plan
(ISF) dated December 11, 2008, on November
27, 2007 at mpproximately 8:00 AM revealsd that
Resident #3 was recommended to use a helmet

for safety. Thara was no evidence that Resident
#3wasp

8. The QMRP failed to coordinate sarvicas with

Residsnt #3 had an annual assessment ag
evidenced by: -

Raview of the SpeeclvLanguage assessment
dated October 18, 2008 on November 28, 2007
at approximataly 3:65 PM revealed thata
modified Barium Swallow Study (January 14,
2003) indicated that Resident #3 had mild
pre-mature spillage of food over his tongue and

pureed. Further review revesied a
recommendation that Resident &3 have an
annual speechanguage evaluation. There was
no avidanca that the GMRP ensured that the .
tesident had an annual speech/language
evaluation conducted or scheduled,

7, The facliity's QVIRP failed to ensure that
adaptive equipmant identified as neaded by the
interdisciplinary team were fumished and
maintained as evidencad by:

Observation on Novamber 26, 2007 at .
approximately &:30 AM revaaled that Resident

the front and held togsther with duck tape. Inan
Intsrview with the Registered Nurse (RN) on

2007 at approximataly 2:14 PM, it

ATE ForM

21t Reguiaton Admimsiaion

the Speech/Language Pathalogist to ensure that

absent chewing skills and tharefore hig food was

#3 was wearing a blue helmet that was braken in

rovided a helmet that was in good repalr.

1420

ahelmetﬂmﬂtpmpuly. Clicnt #3 how has a
new helmet that fitx propesty... 12-15-07,
Cliun#l'smmmiaﬁmdwieumhnc
bmnieandﬂwQMRPwillimmulhﬂmehmu
mﬂmbuamd:ofbmuiu:-nmnﬂm

the devices can routinely bo used by client
#1_..12-20.07,




